The indications for the removal of tonsils and adenoids are subjected in these days to the light of much fiercer criticism, lay and medical, than was the case some twenty years ago, and no section of the subject more fiercely perhaps than that relating to focal sepsis. The scope of this paper is limited to a discussion of this section and at the outset it is wise to be quite clear what we mean by the term.
example, when not enlarged may contain pus or inspissated secretion in their crypts. A scarred and ragged tonsil or one which has venules on its surface is always suspect, especially when a lymph node is palpable." This is a very fair statement but it might be amplified to the extent that in nearly every genuine case a very careful search of the history, especially in the past, will almost always elucidate one or multiple indications of the site of infection and may suggest the use of such collateral aids in localisation as X-rays and bacteriological examination. In the regions under consideration here the last named may be made on swabs, expressed material, tonsil puncture or aspiration material from a suspected sinus. The blood picture and sedimentation rate may also help to indicate an infective cause of disease.
It cannot, however, be too strongly stressed that when all possible useful investigations have been made the final and only adjudicator must be the physician in charge. On him rests the onus of deciding:-I. That the disease has its origin in a septic focus. 2. Of weighing the relative merits of alternative foci. As ear, nose and throat surgeons we can advise but must not be dogmatic.
With regard to bacteriology the streptococci are the most numerous group of organisms found. Although it is stated that haemolytic streptococci are present in a high proportion of throats it is probable that they are only present in any number in acute phases. The work of D. and R. Thomson (1929) suggests that the flora of the throat are constantly changing in the same individual. It is probable that as more accurate serological classification of haemolytic streptococci is attained certain strains may be found to predominate in certain conditions. Pneumococci are also a frequent inhabitant of the tonsils. The tendency of modern bacteriology is to believe in the temporary occurrence of a bacteraemia rather than a persistent toxaemia and such a consideration may greatly influence us in the future in timing our surgical procedures. This will be referred to in greater detail later.
D. and R. Thomson, after a very comprehensive survey of the history of the bacteriology of the tonsils and numerous investigations of their own, concluded that " the tonsils are of little value, they are frequently septic foci and a constant source of systemic infection ". Against this must be placed the view of many experienced laryngologists that the tonsils are but part of the primary lymph drainage of the upper respiratory tract and that it is as irrational to remove them as to dissect out enlarged cervical glands when infected. Particularly in children, it is argued, tonsils become enlarged as a result of unhygienic surroundings nasal infection and bad nutrition and if these are corrected the tonsils return to a normal appearance and bacteriology. The poor condition of the children is due to these conditions and the tonsils are only one of the manifestations. It is certainly unjustifiable to condemn a child to enucleation of the tonsils without first proving that change of environment and better food will not correct the general picture and with it the appearance of the tonsils. Many of us also must be familiar with the improvement in the appearance of the throat when a chronic nasal infection or obstruction is eliminated. For the evidence of the benefit derived by children from tonsillectomy reference should be made to the analysis of 500 cases at Great Ormond Street, by Patterson and Bray (I928) . These authors stress the importance of including the lingual tonsil in the tissues removed. The report of Albert D. Kaiser (I932) on the observation of 5,000 children, half of them tonsillectomised, over a period of o1 years is also in favour of the tonsillectomised where the incidence of rheumatism is concerned.
A prominent argument against "focal sepsis" is the disparity between the frequency of foci and resulting disease. On the other hand this may be accounted for by the natural resistance and immunity of the patient under ordinary conditions. It is probable that some abnormal circumstance must supervene to upset the balance. The author can speak from personal experience of attacks of fibrositis of neck, shoulder and sacro-iliac region which came on after some strain or twist (often quite trivial) in these regions and which he afterwards realised had closely followed faucial inflammation in the days before he was tonsillectomised. danger that the mucous membrane tends in these cases to grow in and cover the remnant so that it is no longer evident macroscopically except in attacks of inflammation or to the experienced eye of a suspicious clinician. It is probable that a far higher proportion of the "failures" after removal of tonsils and adenoids as a focus of sepsis are due to incomplete operations and relatively few to the well recognised tendency of some cases to increase the remaining islands of lymphoid tissues in Waldeyer's ring after enucleation of the faucial tonsils and adenoids.
In the history also should be included any reference by the patient to what is often described as "gushes" 'of foul taste or smell at the back of the tongue or in the oro-and nasopharynx. Patients The results in "rheumatism" show great variation owing to the great diversity of conditions which become grouped under this heading. In fibrositis or muscular rheumatism the effect of removal of a septic focus in tonsils or sinuses shows a high percentage of success, especially in the neck, shoulders and back. In the acute rheumatism of children it is well known that removal of the tonsils after the initial attack will not prevent recurrent attacks but when the initial attack was preceded by an acute tonsillitis and it is known that subsequent attacks are also likely to be so preceded surely it is better to remove this focus. Although it is also known that tonsillectomy does not protect against a primary attack of acute rheumatism Kaiser's series showed a 30 per cent. lower incidence in the tonsillectomised. Nabarro and Macdonald (I929) studied the relation of the bacteriology of the tonsils in relation to rheumatism in children. They found that there was no material difference between the bacteriology of the rheumatic and the nonrheumatic and came to the conclusion that this absence of difference agrees with the theory that there is no specific streptococcus which is the cause of rheumatism, but that the condition is due to a hypersensitiveness resulting from repeated small doses of toxin. Inasmuch as the tonsil is probably a common source of such toxin its removal may be a valuable prophylactic and therapeutic measure in spite of the lack of difference in bacteriology. Reidar Gording concluded that rheumatism was tonsillagenous mainly under the age of 35.
In cases of arthritis where there is a history pointing to tonsil or sinus much depends on the degree of anatomical change which has taken place. In the early cases with only one or few joints involved the results may be excellent. In more advanced cases and the rheumatoid cases cure cannot be expected but progress is not infrequently arrested and pain relieved.
Where there is a clear indication of relationship with the tonsils or frank pus is found in a sinus it would seem that action must always be indicated. Where there is reasonable doubt in the case of the tonsils, but no more obvious focus can be found, it is probable that the interests of the patient are best served by an operation which, although somewhat speculative, is reasonably free of danger and may save severe and crippling deformity if performed in time.
The time for operative procedures should be a quiescent and afebrile period. In acute rheumatism the cardiac condition must necessarily be a controlling factor, especially in regard to the anaesthetic. Incompletely compensated cases must be got into as efficient a state as possible before operation is considered.
In cases of toxic goitre there is a not infrequent history of recurrent tonsillitis and in others, although the history may not be so certain the appearance of the tonsils is certainly far from innocuous. Their removal when done at the proper time and with due safeguards, under the control of a physician, is almost always beneficial. It is not the business of the throat surgeon to say whether such operation should precede or follow a thyroidectomy if such is to be performed. Fraser (I934) says of treatment "infected teeth, sinuses and tonsils likewise must be treated. The tonsils are often large and red in toxic goitre and subside as recovery from toxicity takes place, but when the tonsils contain pus tonsillectomy' should be performed. It would appear that a good deal more work will have to be done on this question before a balanced opinion can be expressed.
To summarise:
There seems sufficient evidence to justify the conception of the tonsils and accessory sinuses of the nose amongst others as sources of focal infection.
The most convincing results are obtained in nephritis and some cases of muscular rheumatism and arthritis. Good results are also obtained in cases of toxic goitre. Results in other conditions are occasional only and more uncertain.
It is important to elucidate a history of previous trouble in these organs followed by an attack more definitely associated with the onset of the disease in which they are suspected of complicity.
Whenever possible, operation should be deferred to an afebrile or quiescent period or at least until improvement is at a standstill.
In certain conditions, nephritis and thyrotoxxemia, more than usual bleeding may be expected at operation. A good anaesthetic is essential with adequate airway, plenty of oxygen and just as much anaesthetic as is necessary and no more.
If operation is indicated it should be a complete removal in the case of the tonsils and adequate drainage in the case of an accessory sinus. Complete removal of the faucial tonsil is best perforned surgically. Cautery and electrocoagulation are unsatisfactory and local therapy by pressure and suction are valueless.
Lavage of a sinus, such as the antrum, may be tried before operative drainage.
